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ATTACHMENT 3.1-B 
Page 1 
O m  No. 0938-0193 

State/Territory: 
IDAHO 

AWOUNT, DURATION AND SCOPE OF SERVICES PROVIDED 
MEDICALLY NEEDY GROUP(S): 

The following ambulatory services are provided. 

*Description provided on attachment. 

TN NO. '&&? 
Supersedes Approval Date 3-/57- g 7  Effective Date /&-i'-S6 
TN NO. s t /  

HCFA ID: 0140P10102A 
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ATTACHMENT 3.1-B 
Page 2 
OMB No. 0938- 

AMOUNT, DURATION, AND SCOPE OF SERVICES PROVIDED 
MEDICALLY NEEDY GROUP(S): 

1. Inpatient hospital services other than those provided in an 
institution for mental diseases. 

~y~rovided: L~NO limitations ~ 7 ~ 1 t h  limitations* 

2.a.Outpatient hospital services. 

~T~rovided: LTNO limitations i_Twith limitations* 

b.Rurai health clinic services and other ambulatory services 
furnished by a rural health clinicf=wh;&k v,b(v,;L C-CJ %&'A &r\. 

~3rovided: LTNO limitations ~ T w i t h  limitations* 

-9' 
3. Other laboratory and X-ray services. 

~7 Provided: ~7 No limitations ~ Y w i t h  limitations* 

4.a.Nursing facility services (other than services in an institution for 
mental diseases) for individuals 21 years of age or older. 

~Tprovided: L ~ N O  limitations ~ T w i t h  limitations* 

b.Early and periodic screening, diagnostic and treatment services for 
C individuals under 21 years,of age, and treatment of conditions found. 

/J Provided 
c.Famiiy planning services and supplies for individuals of 

childbearing age. 

~Y~rovided: ~ 7 x 0  limitations i_Twith limitations* 

*Description provided on attachment. 
I,k,- 1 - 4  I 

TN No. a/ - 1 4  
Supersedes . Approval Date ,.3/-9a Effective Date -. 
TNNO. 967 . 

HCFA ID: 7986E 
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~evision: HCFA-PM-93-5 (MB) ATTACWMENT 3.1-B 
MAY 1993 Page 2a 

- - OMB NO: 

, 
I state/~erritory: IDAHO 

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED MEDICALLY NEEDY 
GROUP(s) : 

, 

. . 
5.a. Physicians' services, whether furnished in the office, the 

patient's home, a hospital, a nursing facility, or 
elsewhere. 

Provided: - No limitations- With limitations* 

Medical and surgical services furnished by a dentist (in 
accordance with section 1905(a)(5)(B) of the Act). 

Provided: - No 1imitationsWith limitations: 

*Description provided on attachment. 

\ TN NO. Y a  - A l l  
Supersedes Approval Date % -20- 9.3 Effective Date ,a- 
TN NO. 93-40? 



Revision: HCFA-PM-86-20 (BERC) ATTACHPIENT 3.1-8 
SEPTEMBER 1986 Page 3 

OHB No. 0938-0193 
. . 

State/Territory: IDAHO 

AMOUNT. DURATION AND SCOPE OF SERVICES PROVIDED 
MEDICALLY NEEDY GROUP(S): 

6. Medical care and any other type of remedial care recognized under State 
law, furnished by licensed practitioners within the scope of their 
practice as defined by State law. 

a. Podiatrists' Services 
- - 

1 7  Provided: L_/ No limitations /I With limitations* - 
b. Gptometrists' Services 

- - 
17 Provided: L_/ No limitations L_/ With limitations* - 

c. Chiropractors' Services 
- 

/7 Provided: L_/ No limitations L_/ With limitations* - 
d. Other Practitioners' Services . . ... . , . .. .. . .  . .  . . , - - . . . I :  ? 

. . .  . . - 17 Provided: N No limitations L_/ With limitations* 
. . . . : , 

r. ,.-.%~ 

. ; 
: 

: L..J 7. Home Health Services 

a. Intermittent or part-time nursing service provided by a home health 
agency or by a registered nurse when no home health agency exists in 
the area. 

- - /I Provided: L_/ No limitations L_/ With limitations* - 
b. Home health aide services provided by a home health agency. 

- .. . - 
/ 7  Provided: L_/ No limitations L_/ With limitations* - 

c. Kedical supplies, equipment, and appliances suitable for use in the 
home. 

- - 
t. - / 7  Provided: L_/ No limitations L_/ With limitations* 

d. Physical therapy, occupational therapy, or speech pathology and 
audiology services provided by a home health agency or medical 
rehabilitation facility. 

- - 
/7 Provided: L_/ No limitations L_/ With limitations* - 

*Description provided on attachment. 

TN No. a 
C Supersedes 

-7 
Approval Date 3 -/9-%7 Effective Date /b & 

TN No. * / I  
HCFA ID: 0140P/0102A 
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ATTACHHENT 3.1-B 
Page 4 
OW3 No. 0938-0193 

StatelTerritory: IDAHO 

AHOUNT, DURATION AND SCOPE OF SERVICES PROVIDED 
HEDICALLY NEEDY GROUPCS): 

-- 

8. Private duty nursing services. 
- - 

1-7 Provided: L/ No limitations With limitations* - 

9. Clinic services. 
- - 

/7 Provided: L/ No limitations L_/ With limitations* - 

10. Dental services. 
- - 

/T Provided: L_/ N; limitations L/ With limitations* - 

11. Physical therapy and related services. 
. , .  . .. . . . . .. . . :;. ,: a. Physical therapy. . ~ .  .. 

. . .. . .  . - . .  . , .  . 
- - r-~,'. - /7 Provided: L_/ No limitations N With limitations* 

b. Occupational therapy. 
. . ". .. . . . 

' . .:: - - 
. ,  . .., 

, . .. - /7 Provided: N No limitations L_I With limitations* 

c. Services for individuals with speech, hearing, and language disorders 
provided by or under supervision of a speech pathologist or audiologist. 

- - 
/7 Provided: L/ No limitations N With limitations* - , .  . 

12. Prescribed drugs, dentures, and prosthetic devices; and eyeglasses 
prescribed by a physician skilled in diseases of the eye or by an 
optometrist. 

a. Prescribed drugs. 
- - 

/7 Provided: L_/ No limitations /I With limitations* - 
b. Dentures. 

- - 
1 7  Provided: L/ No limitations L_/ With limitations* - 

*Description provided on attachment. 

TN NO. - 
Approval ~ a t e 3  -/p - K 7  Effective Date / D  -/-g6 

TN Superse&i NO. 
HCFA ID: 0140P/0102A 



Revision: HCFA-PK-86-20 (BERC) 
SEPTEKBER 1986 

ATTACHMENT 3.1-8 
Page 5 
OHB NO. 0938-0193 

State/Territory: IDAHO 

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED 
MEDICALLY NEEDY GROUP(S): 

c. Prosthetic devices. 
- - /7 Provided: // No limitations // With limitations* - 

d. Eyeglasses. 
- - 

17 Provided: // No limitations N With limitations* - 

13. Other diagnostic, screening, preventive, and rehabilitative services, 
i.e., other than those provided elsewhere in this plan. 

a. Diagnostic services. 
- - 

/7 Provided: // No limitations // With limitations* - 
b. Screening services. 

- - /7 Provided: // No limitations // With limitations* - 
c. Preventive services. 

- - 17 Provided: // No limitations // With limitations* - 
d. Rehabilitative services. 

- 17 Provided: // No limitations // With limitations* - 

14. Services for individuals age 65 or older in institutions for mental 
diseases. 

a. Inpatient hospital services. 
- - 

1-7 Provided: // No limitations // With limitations* - 
b. Skilled nursing facility services. 

- - - 
/ / Provided: // No limitations // With limitations* - 

*Description provided on attachment. 

TN ~ 0 . w  

Supersedes Approval Date 3 -&- 27 Effective Date /d- / -  gd 
TN No. = I /  

HCFA ID: 0140P/0102A 



Revision: HCFA-PB-86-20 (BERG) ATTACHHENT 3.1-B 
SEPTEPIBER 1986 Page 6 

,'?. OH8 No. 0938-0193 
! . ; 
' . ., 

State/Territory: IDAHO 

MOUNT, DURATION AND SCOPE OF SERVICES PROVIDED 
MEDICALLY NEEDY GROUP(S1: 

c. Intermediate care facility services. 
- - 

/7 Provided: // No limitations // With limitations* - 

15. a. Intermediate care facility,services (other than such services in an 
institution for mental diseases) for persons determined in accordance 
with section 1902(a)(31)(a) of the Act, to be in need of such care. 

- - 
/-7 Provided: N No limitations // With limitations* - 

b. Including such services in a public institution (or distinct part 
thereof) for the mentally retarded or persons with related conditions. 

- - 
/ I  Provided: // No limitations // With limitations* - 

,, 
16. Inpatient psychiatric facility services for individuals under 22 years 

. . / ',, 
! of age. 
.: - - /7 Provided: // No limitations // With limitations* - 

17. Nurse-midwife services. 
- - 

/ I  Provided: // No limitations // With limitations* - 

18. Hospice care (in accordance with section 1905(0) of the Act). 
- - 

/7 Provided: // No limitations L_/ With limitations* - 

*Description provided on attachment. 

TN No. %y 
Supersedes Approval Date 3-/9- Effective Date /d- 1- g6 
TN No. -1 

i- HCFA ID: 0140P/0102A 



Revision: HCFA-PM-94-7 (MB) 
SEPTEMBER 1994 

ATTACHMENT 3.1-B 
Page 7 

State/Territory: l DAHO 

AMOUNT, DURATION, AND SCOPE OF SERVICES PROVIDED 
MEDICALLY NEEDY GROUP(S): 

19. Case management services and Tuberculosis related services 

a. Case management services as defined in, and to the group specified in, 
Supplement 1 to ATTACHMENT 3.1-A (in accordance with section 1905(a)(19) 
or section 1915(g) of the Act). 

- Provided: - With limitations* 
- Not provided. 
b. special tuberculosis (TB) related services under section 1902(z)(2)(F) of 

the Act. 

- Provided: - With limitations* 
- Not provided. 

20. Extended services for pregnant women. 

a. Pregnancy-related and postpartum services for a 60-day period after the 
pregnancy ends and for any remaining days in the month in which the 60th 
day falls. 

t tt 

- Provided: - Additional coverage 
b. Services for any other medical conditions that may 

complicate pregnancy. 
t ++ 

- Provided: - Additional coverage - Not provided. 
21. Certified pediatric or family nurse practitioners' services. 

Provided: - No limitations - With limitations* 

- Not provided. 
t Attached is a list of major categories of services (e.g., inpatient 

hospital, physician, etc.) and limitations on them, if any, that are 
available as pregnancy-related services or services for any other medical 
condition that may complicate pregnancy. 

tt Attached is a description of increases in covered services. beyond 
limitations for all groups described in this attachment and/or any 
additional services provided to pregnant women only. 

*Description provided on attachment. 

TN No. Qd-DIq 
Supersedes Approval Date / ~ - a b .  qd Effective Date 10-1- q{ 
TN No. q4-00g 



Revision: HCFA-PH-83-4 (BERC) 
HARCH 1987 

ATTACHMENT 3 .l-B 
Page 8 
OLIB NO. 0938-0193 

." 
- State/Territory: I d a h o  

AMOUNT, DUR&TION, AND SCOPE OF SERVICES PROVIDED 
MEDICALLY MEEDY GROUP(S): 

22. Respiratory care serv ices  ( i n  accordance with section 1902(e)(9)(A) 
through (C) of the Act). 

/T Provided: - - 17 No l i m i t a t i o n s  - /7 With limitations* 

17 Not provided. - 

23. Any other medical care and any o t h e r  type of remedial care  recognized 
under S t a t e  l a w ,  specif ied by t h e  Secretary. 

a. Transportation. - - - 
/ / Provided: L/ No l i m i t a t i o n s  L_/ With l imitat ions* - 

b. Services of Christian Science nurses .  - - - 
/ / Provided: L/ No l i m i t a t i o n s  L_/ With l imitat ions* - 

-. c .  Care and services provided i n  Chr i s t i an  Science sanitaria. - - - 
/ / Provided: L_/ No l i m i t a t i o n s  L_/ With l imitat ions* - 

d. Skilled nursing f a c i l i t y  services provided f o r  pa t ien ts  under 21 years 
of age. - - - 
I I Provided: I/ No l i m i t a t i o n s  L/ With l imitat ions* - 

e. Emergency hospi tal  services .  - - - 
/ / Provided: L_/ No l i m i t a t i o n s  L_/ With l imitat ions* -. 

f .  Personal care services  i n  r e c i p i e n t ' s  home. prescribed in accordance 
with a plan of treatment and furnished by a qual i f ied person under 
supervision of a reg is te red  nurse .  - - - 
/ / Provided: I/ No l i m i t a t i o n s  L_/ With l imitat ions* - 

TN NO. 
S u p e r s e S  

- 
Approval Date 1- %-gg Effective Date 7 7  

3!N No. - 
HCFA I D :  1042P/0016P 



Revision: Hc~~-3M-94-9 (XB) 
DECXXBER 1994 

s ta te /Terr i tory:  
IDAHO 

MOUNT, DURATION, AND SCOPE OF SERVTCSS PXOVIDED 
EIE2ICALI.Y NEXDY GIIOUP(S): 

24. Home and Community Care for  Functionally Disabled Elderly Individuals,  as  
defined, described and l imited i n  Su2)gLement 2 t o  Attaciunent 3.1-5, and 
Apgendices A-G t o  Sucglement 2 t o  Xt rachent  3.1-A. 

Provided - Not Prgvided 

2 5 .  Personal care services furnished to  an individual  who i s  not  an F:pacienz 
o r  resident of a h o s ~ i t a l ,  nursing ifacil i ty,  in ternediate  ca re  f a c i l i t y  
f o r  the  mentally retarded, o r  i n s c i ~ ~ t i o n  f o r  mental disease t h a t  are  (A! 
authorized for  t he  individual by a physician i n  accordance with a pLan or 
t rea tnent ,  ( 5 )  provided by an individual who is qua l i f ied  t o  prcv!.de sucF. 
services and who i s  not a member of the ind iv idua l ' s  family, and ( C )  
furnished i n  a home. 

- Provided: - s t a t e  Acproved (Not Physician) Service Plan Allowed 

- Services outside the Home Also Allowed 

- Li t i t a t i ons  Described on Attachment 

- Not provided. 

C m NO. q.5-ooa 
Agqroval Date J-a q - 9 & - Sunersedes Effective  ate 1- /- q.\- 

TN N e .  9 3- 007 



Attachment 3 . 1 4  

(d) Stanaarcls establish& and mthcds used to assure high qudLity 
care: 

1. Practitioners will be licensed by the State. 

2. Medical institutions w i l l  be licensed by the State. 

3. Any individual eligible f o r  Medical Assistance under the 
plan my obtain the services available d e r  the plan 
fm any institution, agency, pbmacy, o r  practitioner 
qualified to perfonn such services and participatirq 
d e r  the plan, including an organization which pruvides 
such services or  amaqes for  the i r  availability on a 
pre-payKent basis. 

4. The scope of services and care offered under the plan 
includes the use of vialist and consultative 
services. 

5. Quality of for hospitalized individuals w i l l  be 
d t o r e d  by a contract P.R.O. 

6. The Medical C a r e  Advisory C a m i t t e e  a t  frequent 
\ i n m s  will review reprts of care and a c e s  

provided and make suggestions to the 1)epartment and to 
the disciplines o r  f ac i l i t i e s  involved wnwning  the 
quality and utilization of the care and services off& 
or needed. 



Attachment 3.1-D 

(c) The State agency will assure the provision of necessary transportation of eligible 
persons to and from providers of Medicaid services. 

Requests for transportation services will be reviewed and authorized by the 
Department or its designee. Authorization is required prior to the use of 
transportation services except when the service is emergency in nature. Payment for 
transportation services will be made ,for the least expensive mode available which is 
most appropriate to the recipient's medical needs. Payment for meals and lodging 
may be authorized where appropriate. Ambulance services will be covered in 
emergency 'situations or when prior authorized by the Department or its designee. 



Revision: HCFA-PM-87-4 (BERC) 
March 1987 

Attachment 3.1-E 
Page 1 
OMB No. 0938-0193 

StateiTerritory: Idaho Deat Health & Welfare 

STANDARDS FOR THE COVERAGE OF ORGAN TRANSPLANT SERVICES 

Pursuant to the provisions of subsections 16.03.09.081 of the State's Rules Governing Medical 
Assistance, the Department may purchase organ transplant services for cornea and bone marrow 
transplantation. Kidney, heart, intestinal, and liver transplants must be performed in Medicare 
certified transplant centers. Individuals under twenty-one (21) years of age qualifying under the 
State Plan in Attachment 3.1-A.4.b.vi.k., which describes waivers in coverage exclusions for 
EPSDT, may receive single or double lung, or combined heart-lung transplants from Medicare 
certified transplant centers. 

TN#: 01-002 Approval Date: q-4-0 / 

Supersedes TN#: 95-008 Effective Date: 4/1/01 



Revision: HCFA-PM-87-4 (BERC) ATTACHWUT 3.2-A 
M C H  1987 OMB No.: 0938-0193 

. . 

. . 
P? '. . 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 8 

.,: .:!~\ -. . . 

State: Idaho 

COORDINATION OF TITLE XIX UITH PAP3 B OF TITLE XVIII 

The following method is used to provide the entire range of benefits under 
Part B of title XVIII to the groups of Medicare-eligible individuals indicated: 

a A. Buy-in agreements with the Secretary of KHS. This agreement covers: 
- 

1. LI Individuals receiving SSI under title XVI or State 
supplementation, who are categorically needy under the State's 
approved title XIX plan. 

Persons receiving benefits under title I1 of the Act or under 
the Railroad Retirement System are included: 

Yes 

r 
2. d j  Individuals receiving SSI under title XVI, State 

supplementation, or a money payment under the State's approved 
title IV-A plan, who are categorically needy under the State's 
approved title XIX plan. 

Persons receiving benefits under title I1 of the Act or under 
the Railroad Retirement System are included: 

3. a All individuals eligible under the State's approved title XIX 
plan. 

- 
/ / B. Group premium payment arrangement entered into with the Social Security - 

Administration. This arrangement covers the following groups: 

/? C. Payment of deductible and coinsurance costs. Such payments are made in - 
behalf of the following groups: 

This relates only to comparability of devices - benefits under XVIII to what 
groups - not how XIX pays. ... if State has buy-in (which covers premium), it 
does not check #3 for same group-only if it does 63 for another group, e.g. 
does #1 for money payment receipts and 83 for non-$-receipts: How it handles 
deductibles and coinsurance for money payment receipts is a matter for 
reimbursement attachment. 

LNNO. 
.f Supersedes Approval Date 1-8 -sf Effective Date 7 - /- % 7 

TN No. & 
HCFA ID: 1048P/001bP 




